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6Abstract
Background: Immunisation is one of the most important public health interventions that has had
the greatest impact on global health, particularly amongst the infant population, (WHO, 2009). In
the United Kingdom immunisation is voluntary and a high level of uptake for childhood
immunisations is achieved, this is however threatened by vaccine controversy. Parents often find
their immunisation decision difficult and there are some inadequacies in the current system of
support, therefore a review of the decision-making process considering the influences on parents
vaccination choice is required.
Methods: A critical review was carried out; literature searches were conducted using the
databases CINHAL, EMBASE and ScienceDirect (Elsevier). The search criteria were childhood
immunisation AND vaccination decisions AND united kingdom. Manuel searches of the
reference lists of appropriate papers returned more relevant literature. The review tools;
Greenhalghs criteria for evaluating qualitative research papers (1997) and Crombies the pocket
guide to critical appraisal (2003) were used to assess the quality of the papers included. The
papers were thematically analysed.
Results: Three main themes concerning the determinants of a vaccination decision arose from the
literature; the impact of public health information provision, health professional support and
parents own personal opinions and beliefs. Furthermore a decision of vaccination acceptance did
not necessarily reflect an informed decision.
Conclusions: Parents have unmet support and information needs which impede an informed
decision. Vaccine controversy intensifies the difficult decision parents face, trust is an issue of
great importance in which vaccination decisions depend. Parents experience some pressure to
accept childhood immunisation. Parental concerns are genuine and must be respected as such,
this might require a new approach to the exchange and delivery of immunisation information, the
role of health professionals in the community are integral to this.
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8Background and Rationale
Within the United Kingdom a high level of uptake for childhood immunisations is commonly
achieved, currently 93-94% of children have completed the course of primary immunisation before
their second birthday * This level of uptake essentially meets the 95% target level of coverage as
set by the World Health Organisation, consequently childrens health status has reached a state of
increased protection where disease is considered a rarity. As such the UK is recognised to have a
low incidence of disease and low levels of infant mortality, (WHO, 2008). Immunisation in the UK
has been voluntary since the abolition of compulsory immunisation in 1948, (Salmon et al, 2006)
therefore much emphasis is placed on a parents responsibility to make the right vaccination
choice. Policy surrounding childhood immunisation in the UK is fully incorporated in the Routine
Childhood Immunisation Programme (Appendix; Figure 4); the schedule aims to protect every
child in the UK against vaccine preventable diseases; diphtheria, tetanus, pertussis, Haemophilus
influenzea type b (Hib), polio, meningococcal serogroup C (Men C), measles, mumps, rubella and
Pneumococcal infection. To achieve a state of herd immunity against infectious disease 95% of the
population must be immunised, (WHO, 2005; DOH, 2009). Herd immunity greatly reduces the risk
of disease within a population as unvaccinated persons become too sparsely distributed to sustain
the spread of infection. It is the key objective of any immunisation programme as it verifies the
control of a disease.
It may be worthwhile to consider the origins of vaccination namely the smallpox virus which is
explained in Behbehaniss (1983) historical account; The Smallpox Story: life and death of an old
disease. The disease appears to have originated from parts of Central Asia in the tenth and
Chapter1
* Excluding uptake for the MMR vaccine
9eleventh centuries, war lead to the spread of disease worldwide and it emerged in Europe during
the early sixteenth century. Eighteenth century Britain saw the disease progress to that of an
endemic state whereby an estimated one in six births led to fatality. Early translations offering
descriptions of the disease employ the term variola, the practice of variolation came from Asia
and Africa before spreading across Europe, consequently variolation was introduced in England in
1721. It is a process whereby material from smallpox pustules of an infected person was obtained
and introduced in another, through small pricks of the skin; this followed a mild case of smallpox
in the recipient who then acquired resistance to infection and protection from disease.
Prior to 1721 although there was an awareness of variolation it was not widely practiced as it was
considered too risky. However a demonstration of the potential value of variolation emerged with
the smallpox epidemics of the 1740-50s where desperate need secured demand for the trial of this
controversial method of protection. Perhaps a parallel can be drawn here, given that this
imminent threat of disease does not exist today; this could offer some reasoning for the
contrasting popularity and uptake in disease preventative measures that exist in the UK at these
different points in time.
In 1798 Edward Jenner having discovered the success of variolation with cowpox material, a milder
virus in protection against smallpox began to carry out inoculations. This proved just as effective in
its protection yet it was a much safer alternative to using the smallpox material (a more severe
strain of the virus). Even so such practice was met with public anxiety and concern as depicted in
Gilbrays early illustration of variolated persons developing animal like parts, (Appendix; Figure 2);
emulating to some extent the anxiety that still exists today.
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Jenner introduced the term vaccination from the Latin phrase variolae vaccinae meaning
smallpox of the cow, subsequently over 100,000 people were vaccinated against smallpox in the
UK by 1801, this was the first systematic effort to control disease. Later, Louis Pasteur adapted the
term applying it to any inoculation offering protection from disease. He revolutionised the control
of infectious disease with his breakthrough in the artificial development of weakened virus
material, this led to the expansion of vaccine development throughout the 20
th
century. Therefore
both Jenner and Pasteur should be accredited as the early pioneers of immunisation today.
In recent times volatility in the uptake of immunisations is often reflected following vaccine
controversy, most recently this concerns uptake of the MMR vaccine following a report which
made an associative link with autism, (Wakefield et al, 1998) see Appendix; Figure 5 for an
illustration of the impact on uptake. Though such claims were and have since been discredited due
to unsubstantiated evidence, fears over the safety of the vaccine prevailed; uptake subsequently
fell to a record low of 79% in England during 1993-1994 this increased gradually to 85% in 2006-
2006 where it is currently maintained (DOH, 2009). However, uptake levels are yet to recover to
the previous level of 91% reached over a decade ago and as such incidence of measles has
increased; the number of cases in 2008 where up by a third from the previous year, (Eaton, 2009).
The Health Protection Agency affirms most cases could have been avoided with full MMR
vaccination. However the MMR vaccine is not unique as the most significant controversy in the
UK, it is joined by the pertussis vaccine debate of the 1970s.Here case reports suggested a link
between the vaccine and serious neurological damage, (Byers, 1948; Berg, 1958) as a result
successive years experienced a steep decline in uptake, by 1977 coverage against pertussis had
declined from 77 to 33% in some areas. Epidemics of whooping cough arose thereafter, by 1979
there had been 102,500 reported cases throughout the UK and an estimated 36 infant deaths
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(Baker, 2003). Realisation of disease risk along with no irregular results found from the British
Medical Research Councils clinical trials involving over 36,000 children, (MRC, 1956) led to a
gradual increase in uptake to current high levels of coverage maintained at 94%.
It is important to make a distinction between those children Samad et al, (2006) describe as
unimmunised and partially immunised. Those who have not received any vaccinations are
considered unimmunised whereas those who have received some but not a fully completed
course are considered partially immunised. Those in the first group are likely to have white,
educated, older and more affluent mothers, than those in the second group typical of younger,
uneducated, more socially and economically deprived mothers (Samad et al, 2006). It appears that
mothers of unimmunised children are concerned about the safety of vaccination, in contrast
mothers of partially immunised children might experience more barriers in accessing healthcare
as a predominating reason for their childrens incomplete immunisation status.
Research reveals that parents often find their vaccination decision difficult, (Evans et al, 2001) this
is perhaps attributable to the interplay of concerns over safety in light of the MMR vaccine
controversy, general distrust in the government and the perceived bias of health professional
advice, (Casiday, 2006). In addition poor information provision also prevents facilitation of a fully
informed decision given its unbalanced nature, (Sporton and Francis, 2001).Furthermore this is
exacerbated by evident gaps in the knowledge and understanding of health professionals
regarding issues of immunisation, (Petrovic et al, 2001) which in turn may influence the advice and
support they give.
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Nevertheless it is acknowledged that most parents still intend to vaccinate despite these concerns,
(Serpell and Green, 2006). Further exploration to address why this occurs might be useful, with
particular consideration of the pressures on parents to reach a positive vaccination decision.
1.1 Aims and Objectives
The aim of this study is to review why many parents might feel compelled to have their children
immunised in the UK despite the voluntary nature of childhood immunisation. The study will
consider the impact of public health guidance, support from health professionals and parental
beliefs and provide an overview of the role of the nurse in the provision of adequate support to
families as they face challenging immunisation decisions. This will be achieved through the
following objectives;
Table 1: Objectives of the study
1. To examine how balanced public health information is regarding childhood immunisation
and consider what impact this might have on parental decision-making
2. To consider the role of health professionals in influencing parents to accept or reject
childhood immunisation
3. To examine the factors that affect parents decision to immunise their children
4. To consider the implications for nursing practice
13
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Methodology
2.1 Introduction
This chapter describes and explains the rationale for the methods adopted in this review. It will
identify the critical evaluation tools as well as the search methods used during the review.
2.2 Conducting a critical review
The aim of a literature review is to collate information about a specific topic from many different
but relevant sources (Timmins and McCabe, 2005; Cronin et al, 2008) and to summarise the
breadth of knowledge that exists regarding a particular topic with the aim to further
understanding thereafter, (Parahoo, 2006). Literature reviews can be extremely useful in that they
connect many studies together, in doing this they can bridge a gap between the quantity of
information on a topic and the time or financial constraints that may exist on the reader, in
addition Baumeister and Leary, (1997) suggest that;
Reviews also present conclusions of a scope and theoretical level that individual empirical
reports cannot normally address. (p.311)
Chapter2
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A literature review can explore a particular hypothesis across many separate studies and
ultimately arrive at conclusions which might be considered more credible than those gained from
findings of a single primary research study.
Literature reviews fall into two main categories; critical otherwise known as narrative or
traditional and systematic reviews. A critical review explores the available information regarding a
particular subject area in question with an overriding aim to present a comprehensive overview of
the various issues within a topic, (Cronin et al, 2008). A critical review is considered more flexible
than a systematic review in terms of the inclusion of articles and the research methods employed
(Collins and Fauser, 2004); fewer constraints exist with such a review and this might allow for a
more thorough exploration of the various issues involved in the decision-making process regarding
childhood immunisation. Critical reviews are rather more likely to have implications for health or
social policy rather that direct outcomes for practice. Critical reviews have come under criticism
for some identifiable shortcomings namely their relatively unsystematic approach and the inability
to successfully replicate the research methods used. Reliability of the findings is the key issue
here, exacerbated by the reality that more often than not studies are not subject to critical
appraisal in the selection process, (Dixon-woods and Fitzpatrick, 2001). In respect of this,
Baumeister and Leary, (1997) recommend that fundamental to such a review is the critical
appraisal of all the studies included. With this considered the chosen methodology for this
research will be that of a critical review, where the problem of reliability will be addressed through
clear explanation of the research methods and the independent critical appraisal of key papers.
Systematic reviews are appropriate for answering well-defined questions about a specific area of
clinical practice following strict criteria to exhaust all the literature available, (Parahoo, 2006;
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Cronin et al, 2008). Although such an approach may be more likely to have implications for
practice, (Hek and Langton, 2000) such a narrow focus may render it difficult to obtain a full
insight of a particular topic. Therefore if the researcher seeks to explore a range of issues within a
topic area (as with the aim of this research) a systematic review may be considered an
inappropriate approach to take, (Collins and Fauser, 2004).
2.3 Search Strategy
An initial search using databases related to nursing and health sciences was carried out to
determine whether the evidence base for the chosen topic was sufficient. Younger, (2004)
recognise databases as a useful tool in gaining access to research both quickly and easily from a
body of information. The original search terms used were childhood immunisation, (refer to
Appendix; Figure 4 for an explanation of the current immunisation schedule) united kingdom,
knowledge and views these returned a multitude of papers; some that were relevant to the
review along with many more that were irrelevant. It quickly became apparent that the research
base for the topic area was adequate, though the search terms would need to be refined to gather
research articles relating to specific issues such as parental decision-making.
The databases searched were; CINHAL, EMBASE and ScienceDirect (Elsevier). Several databases
were used to achieve sufficient coverage of the available literature relevant to the topic area.
Papers were collated through access to university journal subscriptions. Databases were selected
according to the research areas they encompass; CINHAL includes a variety of nursing related
topics in English language journals, EMBASE and ScienceDirect covers a range of literature
pertaining to scientific, clinical and medical research. In further searches the terms used were
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refined to filter the research papers returned so relevant papers could be identified more easily.
Here the following terms were inputted into the chosen databases; childhood immunisation AND
united kingdom AND parent OR health professional AND knowledge OR views OR attitudes
this resulted in a large return of papers many irrelevant and not in keeping with the exclusion
criteria. Within the term parent papers concerning carers or guardians were considered as were
paediatricians, health visitors, GPs and practice nurses within the term health professional. The
search terms were thereby simplified to childhood immunisation AND vaccination decisions
AND united kingdom. The first term with the second or the third returned over 800 papers in
each search, however when the three were combined 252 papers where returned; resulting in a
more refined selection yet ample amount of papers relevant to the research and so these were
the criteria used. This search was repeated at random intervals after the initial search so that new
papers could be included if deemed relevant.
Through conducting searches of the three databases using this criteria and reading the titles and
abstracts of the returned papers 21 articles were found. Additional searches were undertaken to
complement the existing articles by manually searching through their references. This identified
14 new papers that could be relevant based on their titles, the original articles were found and
from reading their abstracts 11 were subsequently chosen to be included in the review, reaching a
total inclusion of 32 papers.
2.4 Inclusion and Exclusion Criteria
The specific criteria used to identify the research papers for review are displayed in Table 2.
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Table 2: Inclusion and Exclusion Criteria
Of the studies included mixed methods were used in the collection of data, the decision to include
a paper was not restricted to a particular type of study therefore qualitative and quantitative
approaches to research as well as reviews were incorporated. Papers other than those written in
English were rejected from the review due to the cost of translation. The contributions of these
different research approaches is appropriate to the subject area; as quantitative research may
identify correlations between variables and identify patterns and trends in immunisation;
qualitative research may attempt to provide some explanation and understanding behind such
findings, (Roberts et al, 2002).Murphy and Dingwall (2003) suggest this may increase the
comprehensiveness of a study in addition to richness and depth. In light of this if the research
included had been restricted to just one type this could potentially have excluded significant
information from the study which could have limited the overall findings. Even so the majority of
the studies collected did adopt a qualitative research methodology. It is suggested that this is
perhaps due to the usefulness of this approach in addressing this unique topic area; in providing a
deeper understanding of the perception of risk in childhood immunisation, (Bostrom et al, 1992).
Consequently more qualitative research within this field exists and is thereby included in the
Inclusion Criteria
 Research papers published in or after 1990.
 Focus of the paper must surround issues of decision-making associated with the
universal childhood immunisation programme in the UK.
 Phenomena of interest being the views of health professionals and or parents.
 Studies relating to the immunisation of children aged between 0-5 years.
Exclusion Criteria
 Papers not relating to childhood immunisation in the UK.
 Papers not written in English.
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review due to the appreciation of its suitability to the topic rather than an indication of a flawed
methodology.
2.5 Review Tools
The papers collated were critically reviewed in the selection process to assess their quality and to
increase the overall usefulness of the review. The review tools used were; Greenhalghs criteria for
evaluating qualitative research papers (1997) and Crombies the pocket guide to critical appraisal
(2003) for quantitative papers. The criteria of each these review tools were conveyed into tables
so they could be applied to the research papers. These tools were used to gain an understanding
of the validity and reliability of the papers included.
2.6 Data Collection
Papers were organised into the appropriate table and were thereby critically evaluated (Appendix;
Figure 1). This systematic way of processing the collection of papers was a logical and efficient way
of making sense of a body of information it also allowed comparisons to be made and the most
important papers to be clearly identified.
2.7 Data Analysis
These tables were used as a guide in the collection of relevant papers included in the review,
validity, reliability and credibility were assessed to establish the quality of each paper; these
summative tables proved to be a practical reference guide for the review. Cronin et al, (2008) use
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the term meta-synthesis to describe how studies can be combined to identify their common core
elements and themes. The tables of critique facilitated a merge of similar studies in which three
consistent themes arose from the papers reviewed; childhood immunisation from a parental,
health professional and public health perspective, subsequently each of these became a focus of
each chapter.
2.8 Strengths and Limitations
Findings from qualitative research are likely to be high in validity, as it is perhaps easier to elicit a
truthful response from participants using the technique of a structured/semi-structured interview.
However, reliability of the findings can be difficult to achieve as the methodology is not easily
replicated. Therefore further measures must be taken to ensure credibility of the research. Here
the use of triangulation was considered to increase the credibility of a particular study and the
papers in the review were certainly rated more highly if they adopted this approach. Triangulation
occurs when different methods are employed to examine the same phenomenon, (Denzin, 1978)
therefore if similar findings are reached through the application of various methods of data
collection this may increase the strength and credibility of the findings. Qualitative research has
been criticised for a lack in the generalisability of results, however, this may show naivety in
respect of the underlying philosophy. Mays and Pope, (2000) disregard this stating that it does not
aspire to do this, it merely aims to represent reality for the participants involved in the study.
The majority of studies included were from 2000 onwards to ensure the information was currently
relevant however some studies dated earlier than this were included, due to the possible
significance of literature prior to the MMR controversy of 1998 and onwards. Only studies relating
21
to immunisation in children of 5years and under were included as well as those defined only to
areas of the UK, owing to the vast amount of literature available and that such refinements in the
criteria fulfilled the aims of the review. There were a significant amount of papers specifically
related to the MMR vaccine rather than childhood immunisation in general, however this was
perhaps understandable as controversy surrounding the vaccine has led to a surge in associated
literature over the past decade. To exclude or limit these articles would have a more detrimental
effect on the review and to some extent the issues highlighted through the literature on the MMR
vaccine are indeed relevant to all vaccinations in the UK schedule. In consideration to the search
terms used immunisation was specified over immunization as the latter term often returned
non UK papers which did not fit the inclusion criteria.
There are certain limitations of the methodology to consider as a qualitative research approach
relies upon the researchers interpretation and reflection, (Dixon-woods and Fitzpatrick, 2001).
This applies to my own understanding and appraisal of the qualitative studies included in the
review although these were guided by an appropriate review tool. There is a possibility of
researcher bias given that only one person was involved in the selection of papers, this may have
negative connotations on the quality control aspect of the review as the single frame of reference
could prove a weakness of the review. However although not ideal this was unavoidable in this
instance since a second reviewer was not available. Publication bias is another factor to be
considered, studies with insignificant or negative results have less chance of being accepted for
publication, (Dubben, 2005) this could prove to be a limitation as only published articles were
included for review. Here the importance of unpublished studies is perhaps overlooked and undue
acclaim given to studies with positive results. However published research is more easily
accessible to the researcher so control over this is somewhat limited.
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Chapter 3:
How balanced is public health
information regarding
childhood immunisation and
what impact might this have
on parents decision-making?
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How balanced is public health information regarding childhood
immunisation and what impact might this have on parents
decision-making?
3.1 Introduction
This chapter considers the provision of information to parents regarding the universal
immunisation programme, with particular focus on how parents receive information which could
pressurise them into accepting immunisation for their children. Governmental interest in the
achievement and maintenance of a successful immunisation programme will be examined and a
sample of standard immunisation information sources will be critiqued. The impartiality of
information provided will be assessed to determine whether they do indeed assist parents in
reaching an informed and individual vaccination choice.
3.2 Government advocacy of immunisation
Public Health information regarding the universal immunisation programme is issued from the
Department of Health through the NHS immunisation team. These are government institutions
and as such it may be assumed that the content of these sources of information will follow current
UK immunisation policy as is outlined in the introduction. Pharmaceutical companies supply the
Department of Healths immunisation programme which is estimated to cost the government
£200 million a year, or; £200 per fully immunised child, (Bunn, 2008). International policy makers
such as The World Health Organisation set global targets and objectives for childhood
Chapter3
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immunisation and therefore the governments responsibility extends to a broader global strategy.
Immunisation is among the most cost-effective health investment that exists (WHO, 2005). Since
contact with the health system is only required at the point of delivery, no change to the
individuals current lifestyle is required; and there is a distinct group within the population which is
targeted to receive routine immunisation. Globally, immunisation is estimated to prevent two
million deaths a year, 1.4 million of these are children under the age of five, (WHO, 2005). In light
of this it may be considered logical that any government which accepts responsibility and
accountability for the health of the population would fully advocate an immunisation programme
as a fundamental public health measure.
An important consideration here is the extent and nature of the governments responsibility for
peoples health. It may be worthwhile to consider if the government should be held accountable
for the health of individuals whose wellbeing is perhaps influenced by social or environmental
structures and if so does this then give them the right to advise how to adopt healthy lifestyles. By
assuming this role the government could be accused of paternalism and limiting a persons right to
make their own choices (Kiger, 2004). The UK government has a longstanding involvement with
the health of the nation through The National Health Service, free at the point of use for anyone
who is resident in the UK (NHS, 2009). Therefore their input in health promotion and teaching
may be warranted at least in part and this may offer some justification for the active promotion of
immunisation which is arguably coercive.
Immunisation is a proactive approach to healthcare which follows the general principle that
prevention is better than cure. Therefore it is perhaps in the governments financial interest to
promote the immunisation programme given the cost of treating
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well as the human cost of death and the long term impact on the families of affected children.
Furthermore, control of disease promises for a healthier nation and reduces the strain of ill health
on the NHS and the government leaving more public money to be invested elsewhere.
Consequently a healthy population is ultimately desirable, it allows quality and standard of living
to increase which in turn facilitates the existence of a strong, productive workforce and a boosted
economy.
It is important to recognise that for a national immunisation strategy to have a significant impact
the uptake of vaccination has to be widespread and maintained over a long period of time. This
could be an influential factor to consider when analysing how the government conveys the
immunisation message to parents, (Casiday, 2005). The government has a responsibility to the
pharmaceutical companies supplying the vaccines, in ensuring that there is continuous demand for
them. Primarily and quite simply the government has a responsibility to deliver a safe vaccination
programme protecting children in the UK from disease.
3.3 Immunisation public health information for parents
In order to discover how immunisation information is communicated to parents and to establish
whether this is presented in a balanced or biased view two common sources of immunisation
information are selected and their content reviewed. The particular information sources included
in the critique are;
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Table 3: Information Sources
These two standard information sources are available to parents around the time vaccination
decisions are made, by visiting my local health-centre I was able to verify this appropriate means
of information with the health visiting team. The different ways people access information was
taken into account with the inclusion of a printed and therefore tangible source of information
that might be supplied by a health visitor or collected from a health-centre. In addition a website
also offered similar guidance in recognition that parents often use the internet to research and
gather information they require.
Table 4 below, displays a critique of the two sources of information using text excerpts from their
original contents to illustrate, this is loosely based upon Stubblefields (1997) model of persuasive
communication. The table is comprised of a critique of the more obvious areas to emphasise
salient points. As such it has not aspired to give a comprehensive appraisal of the information
sources so there is a possibility that additional subtle points of critical importance exist particularly
in the case of the website.
1. A guide to immunisations up to 13 months of age - Leaflet (DOH, 2009)
2. MMR the facts - Website (DOH, 2004)
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Table 4: Critique of Immunisation information sources
Types of
language:
Leaflet:
A guide to immunisations up to 13 months
of age
(DOH, 2009)
Website:
MMR the facts
(DOH, 2004)
Emotive
It can kill
92 children died in the year before the
vaccine was introduced
This means not just measles
outbreaks but the return of babies
born with terrible defects.
In very serious cases, measles kills.
Pertaining to
MMR &
Autism
Stories in the media
Independent experts from around the world
have found no scientific evidence for such a
link.
Scare stories
Cost is not an issue for the
government.
People are not given the MMR if
they...
Authoritative
Your baby should be immunised....
MMR is the safest way to protect your child
against measles, mumps and rubella.
MMR the facts
The World Health Organisation
advises against using separate
vaccines.
Neutral
If a child is not immunised.
There is a recommended schedule
for childhood immunisations it gives
children the best chance of
developing immunity and minimised
their risk of catching disease.
With so much coverage in the media
it is difficult to know what to believe
about MMR. We have put together a
list of myths and truths so you can
check if what you have heard is fact
or fiction.
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3.4 Critiquing the information sources
Through examination of the content of these sources various styles of language were identified,
each adopting a unique approach to engage the reader. They are however unified in the shared
aim to encourage parents to accept immunisation. Firstly, emotive language is used (Table 4); the
phrase it can kill is repeated 7 times throughout the leaflet, 3 times on just one page. Here the
reader is potentially subject to emotional exploitation as they contend with bold, harsh, definitive
realities. The very nature of the words babies born with terrible defects can initiate a strong
emotional response; it is fear-provoking and distressing. Such a response is perhaps exaggerated
amongst new parents as the prospect of such harm may relate more to them as an inexperienced
and thereby more vulnerable audience. This strategy may induce guilt and anxiety in parents
responsible for children who are not immunised or who have doubts about it (Rogers and Pilgrim,
1995). Secondly, a common feature found in the text was the repetition of personalised language
for example your baby should be and when should you immunise similar phrases to these were
identified a total of 10 times within the leaflet. These commands are issued and directed to each
individual reader who is likely to be a parent. There is a personal message for the reader here with
possible intent to make them internalise and act upon the almost instructive demands directly
aimed at them.
Thirdly, there appears to be many instances of over exaggerated phrases within both texts; this
could in effect be perceived as scaremongering increasing parental anxiety thorough overstating
actual risk or threatening epidemics. Although it may be recognised that a fall in uptake may lead
to a higher incidence of disease, to suggest that children who have not received the MMR vaccine
will contract measles is an exaggeration. The information implies that this is a likely outcome,
when in reality even when uptake of MMR is reduced the contraction of measles is still a rare
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occurrence amongst children in the UK. The practical inconveniences and disruption to everyday
life if a child were to contract measles is also highlighted; 10 days off school and even longer for an
adult. This is perhaps intentionally hard-hitting for effect which in this instance focuses on the
rather insignificant realities of illness, in comparison to disease. This tactic surmises that parents
might be persuaded to accept vaccination on the premise of convenience. The description of the
medical condition encephalitis mentioned in two different sections of the leaflet is inconsistent;
initially it is understated in the section on side effects, described as swelling of the brain whilst in
the main MMR section the severity of the condition is overtly emphasised as an infection of the
brain. This is perhaps due to the contrasting aims of either section the first to insist the vaccine is
safe the other to urge parents to avoid such devastating effects of disease through vaccination
acceptance.
Fourthly, in addressing the issue of the MMR vaccine and the familiar association with autism both
sources refer to this as stories the use of this term is significant as it suggests that the link is
fictional, fabricated and untrue. To the reader such a term may instantly discredit the idea of such
a connection, the intention being to impede any credible response that might have been
forthcoming had it been referred to as controversy or evidence. In a subsection of the website;
MMR Basics there are some details about those who should not have the vaccine, by using the
carefully selected keyword, people as opposed to children any indication that there are children
who should not have the vaccine is removed. Even though the leaflet confirms the lack of a
causative link the reader is offered the security of placing their trust in independent experts from
around the world and the World Health Organisation regarding advice on single vaccines, hereby
deflecting responsibility from the government. Accountability is transferred here, perhaps in the
recognition of depleted public confidence in the government in recent years (Murphy-Lawless,
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2003; Mcdonald et al, 2004; Casiday, 2005), in a bid to make the message more trustworthy and
believable to the reader.
Fifthly, it could be suggested that the style of the language may be considered authoritarian in
some parts; the leaflet frequently refers to the term facts as a buzzword and the information
website is indeed named; MMR the facts. The emphasis and recurrent use of this term implies
the transmission of neutral information as suggested by Rogers and Pilgrim (1995), although the
text examples comprising Table 4 overwhelmingly suggest otherwise. The title your baby should
be immunised is almost dictatorial in suggesting what is best for an infant. Similarly, MMR is the
safest way is leading and evidently one-sided, this unbalanced information offers no acceptable
alternative thus there is no element of choice for parents. Finally, it may be considered that the
leaflet presents a more overtly authoritarian view than the website in which some relatively
neutral sections of the text were identified. In particular there is a section which appears to
empathise with parents over the mass of conflicting information surrounding MMR, furthermore it
offers a list of common myths and truths about the vaccine in an attempt to assist the reader.
Parents are invited to assess the contrasting evidence and arguments, thus empowering them to
take an active role in the decision-making process.
The above demonstrates the use of persuasive communication techniques in these examples of
public health information, where the ultimate objective is to motivate parents to accept
immunisation. For this reason the information for parents is more persuasive than informative
since it is largely one-sided and only when information provision is balanced can it actually be
informative. This raises possible ethical dilemmas as such information might be considered
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manipulative in nature. In recognition of this Casiday, (2005) asserts that such government
strategies are;
Designed to manipulate human behaviour by inducing people to do what they are
disinclined to do, we must nurture rather than suppress uneasiness to be ethical.
(p.207)
This underlines an essential specification for quality information provision, which would support
parents to conduct their own cost benefit analysis to aid a decision rather than bombard them
with a polarised view of immunisation which aims to coerce parents into acceptance. Such an
approach would also do more to sustain current policy detailing that vaccines are to be given
voluntarily (DOH, 2006), this could facilitate a liberated decision rather than one that has been
constrained by persuasion. To avert this recognised ethical dilemma Kiger, (2004) suggests that
health information must be presented without bias, however the implementation of such can lay a
particular challenge as;
A decision to attempt to prevent disease introduces bias. (p.26)
Rogers and Pilgrim (1995) propose that there are five key objectives of promotional literature;
these appear to be quite accurately in line with my own review;
Table 5: Objectives of promotional literature
(p.76)
To emphasise:
1. Scarcity of risk
2. Effectiveness of vaccines in protecting individual and reducing infection outbreaks
3. Rarity of vaccine failure
4. Reliability and authority of public health workers as sources of risk assessment
5. Irrationality of parental doubts about immunisation
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These objectives clearly reflect the pro-immunisation viewpoint of public health information and
therefore it is not surprising that it demonstrates the notion that immunisation information for
parents is unbalanced. The fifth objective is particularly significant as it suggests that public health
information can pressurise anxious parents into feeling they are behaving irrationally for having
doubts. This is disconcerting as it does not encourage discussions where parents can openly
express their concerns. Its oppressive format undermines parents in some respect as the biased
nature of the information does little to address their genuine concerns.
The government might be considered paternalistic in its attempt to convince and persuade the
recipients of this information to accept immunisation. Paternalism can be defined as;
The policy of protecting the people you have control over but also of restricting their
freedom. (Stevenson, 2002)
In light of this parents freedom over vaccination decisions is perhaps compromised by the
persuasive and biased immunisation information available and hindered further by a lack of choice
parents have with regard to the recommended schedule. The governments refusal to give parents
the option of single vaccines as an alternative to the MMR vaccine is illustrative of this. Instead
parents are left with little or arguably no choice leaving some in turmoil over whether to accept or
refuse vaccination given the perceived risks of both. Although the government denies cost to be
an issue in this decision (DOH, 2004), some parents have understandably viewed it as prioritising
cost over childrens health. Parental autonomy is further challenged by the manipulative tone of
some information as evident from the previous critique; text is carefully formulated and often
phrased in a deliberate way to advocate the pro-immunisation message.
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A general limitation of immunisation information lies in its disregard of all other determinants of
disease risk, focusing solely upon those who are unimmunised. Within public health there are
other recognised risk factors of disease such as; poor diet, inadequate sanitation, poverty and low
socio-economic status, (Mckeown, 1999). In neglecting these, the reader is not given
comprehensive information regarding disease risk; however this then leads to the important
emphasis on immunisation which perhaps is the intention.
3.5 Recommendations
It may be that the government needs to address the way in which it approaches the promotion of
childhood immunisation as the current method appears to be considerably defensive and
paternalistic. A wider range of choice for parents is perhaps needed especially during periods of
controversy, as evident with the MMR vaccine when parents were faced with an impossible
dilemma and were denied the option of single vaccines. Unfortunately this may have had a long-
term negative effect on relationships and trust ever since. In offering alternative options it could
be argued that parents may be able to regain some control and responsibility over their childrens
health. If they become empowered in the decision process they might then be more inclined to
trust the government as they will not appear to be promoting a hidden agenda, (Casiday, 2005). A
paternalistic governmental approach can overlook the capabilities of parents to make responsible
decisions regarding their childs health. Perhaps the government could do more to identify and
understand parents good intentions in making an alternative decision rather than implying there
are wrong choices to be made which the literature discussed implies. As well as addressing the
issue of didactic instruction parents need much more than to be inundated with unbalanced pro-
immunisation literature.
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3.6 Summary
The immunisation information available for parents who may require it to either confirm or assist
them in their decision appears to be largely unbalanced from government health promotional
sources. Consequently the usefulness of such sources can be questioned as one-sided information
is not entirely informative as understandably the other side of the argument is missing. Therefore
they attempt to persuade parents to immunise rather than provide them with a comprehensive
body of information which might enable them to make an independent decision. Casiday, (2005)
suggests that the government might be at an advantage to acknowledge uncertainty when this is
evident as this shows integrity which might earn greater respect from parents than to perhaps
ignore it and be perceived as untrustworthy anyway. The critique of two main sources of
information around immunisation did not reveal evidence suggestive of fully informed decision-
making, this first and foremost must be addressed to ensure the potential influence any public
health information may have is both legitimate and ethical.
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Chapter 4:
What role do health
professionals have in
influencing parents to accept
or reject universal childhood
immunisation?
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What role do health professionals have in influencing parents
to accept or reject universal childhood immunisation?
4.1 Introduction
It may be acknowledged that as a group health professionals have a recognised and essential
part to play in a parents decision to immunise. It is likely that such decisions are constructed over
time by various independent influences; information might be actively sought from health
professionals or alternatively passively absorbed by the parent from the media for instance.
Health professionals in this instance may include General practitioners, practice nurses and health
visitors. The imminent focus here is that of health professionals as influencers in parental decision-
making and therefore it may be an accurate assumption that collectively they have a responsibility
to effectively convey immunisation information to parents in light of current NHS public health
policy.
The following chapter aims to address the key roles of health professionals around immunisation
support for parents furthermore it will consider factors which may affect the success of this
support. An attempt will be made to establish the level of influence asserted by health
professionals and whether or not this is pinnacle to parents final decision around immunisation.
Unfortunately however, there appears to be limited literature available around this issue which
may hinder the quality of the analysis possible.
Chapter4
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What there is however are five surveys which broadly address the immunisation knowledge,
attitudes, practices and opinions of health professionals. Two surveys extend their aim; one
describes health visitors and General practitioners understanding of their patients immunisation
refusal, whilst the other examines barriers and facilitators to using evidence based research in
practice. In addition there are two qualitative studies; one considers the attitudes of ethnic
minority parents towards immunisation, the other discusses health visitors perception of their
role in the universal childhood immunisation programme. The latter accentuates a gap in existing
research as it appears to be unique in addressing this issue for health visitors from papers
currently obtainable. The evident shortage in the literature available in this area proposes a
limitation in the extent to which the overall findings and conclusions can be taken with absolute
sincerity. From this research I have identified some common themes which are described in
section headings. They fall into three identified key aspects of the role of health professionals and
lead to the identification of potential barriers that may challenge the implementation of these.
4.2 The practical role of Health Professionals
When considering the different groups of health professionals it may be that health visitors most
commonly have the initial opportunity to support parents with immunisation information at the
routine developmental checks. In turn practice nurses obtain consent and administer the vaccines
within a primary health care setting, (DOH, 2006). The role of the GP is perhaps more restricted to
referrals from health visitors who may consider some parents to require further support (Yarwood
et al, 2005). Brownlie and Howson, (2005) identify the role of General practitioners as somewhat
detached from the family, having little contact with parents, as one general practitioner admits;
Im not involved a huge amount, I supervise. (p.229)
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However these general roles are by no means definitive; General practitioners are often
immunisers in practices situated in small, rural areas, (Henderson et al, 2004) and health visitors
do indeed occasionally carry out opportunistic immunisations in the home. However in a
qualitative interview study exploring the views of 22 health visitors in relation to their perceptions
of their role, most doubted that they should be administering immunisations, the consensus being
that this was the role of a practice nurse, (Redsell et al, 2009). All health professionals have the
additional responsibility of immunisation recording; which may include updating childrens red
book personal health record, making appointments and updating immunisation status on the
local child health information system. Furthermore General practices are also responsible for
many other administrative tasks for example appointment notifications, postal reminders to non-
attending parents and maintaining record systems.
It is reported that the majority of parents seek advice from health professionals before their child
undergoes immunisation, (Ramsay et al, 2002; Smailbegovic et al, 2003; Yarwood et al, 2005). In a
longitudinal survey exploring mothers attitudes and experiences of immunisation, 50 % of
mothers discussed immunisation with their health visitor, (Yarwood et al, 2005). In another study
exploring parents rationale for declining immunisation, many more of these families health
visitors (n=48%) were aware of their reasons for refusal compared to their GPs (n=15%), (Lunts
and Cowper, 2002).This suggests that healthier communication and greater understanding exists
between these health visitors and families alike. Health visitors are identified over other health
professionals as being uniquely positioned to lead this role as principal advisors, having often built
trusting relationships with families, as further research supports; (Bedford et al, 2002; Henderson
et al, 2004; Browlie and Howson, 2005).
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In adherence to current policy specified in the Department of Healths immunisation against
infectious disease, (2006) consent should be sought from a health professional at every
appointment. Alderson et al, (1997) explain however that health professionals often obtain
consent at the actual immunisation appointment, where intent to vaccinate is demonstrated by
attendance and thereby consent is automatically assumed.
4.3 Immunisation information providers for parents
A key aspect of the health professionals role is to effectively communicate immunisation
information to parents. It is widely recognised that health visitors predominately carry out this
role, (Petrovic et al, 2001; Henderson et al 2004; Yarwood et al, 2005; Hilton et al, 2009). It has
been suggested that health visitors perceive themselves to be more parent orientated when
providing information, compared with other health professionals, (Redsell et al, 2009). An
educative role is adopted whereby parents are supplied with national information booklets such as
the National Health Services; A guide to immunisation up to 13 month of age (DOH, 2009). In
addition to tangible information health professionals engage in informal, general discussions
about immunisation during various routine health checks. This is a good opportunity to identify
any concerns parents may have, answer questions, as well as delivering their own
personal/professional advice on immunisation. Nonetheless if parents are still unsatisfied referrals
can be made to other health professionals for another opinion.
Parents are exposed to a range of information, knowledge and awareness of aspects of the
universal childhood immunisation programme, from their peers, family, health professionals, the
internet and media. Theoretically, this should enable parents to understand the facts and support
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them to ultimately make an informed decision, however they can be exposed to controversial
advice. Health professionals have a responsibility to ensure parents are well informed; this can be
implemented by communicating the risks and expressing their own views on the issues
surrounding immunisation. In an extensive review of the psychological aspects of parental
decision-making, Serpell and Green, (2006) found that parents are often more willing to accept the
encouraging aspects of the message if they are also informed of the negative side. No matter how
unsubstantiated the risk maybe it is vital parents feel they have considered both sides to their
decision. Many parents are of the same opinion as Smailbegovic et al, (2003) who cite that
impartial advice from health professionals is often considered unhelpful. This suggests that
parents require health professionals to take a polarised standpoint on issues of immunisation if
they are to aid or influence decisions. Bedford et al, (2002) support this idea believing that a
parents right to choose should be respected and health professionals should divulge what they
consider the best option to be, as is customary with any medical intervention.
Effective immunisation support for parents may not be achieved by solely handing over
information leaflets. Serpell and Green, (2006) agree that it should not be assumed that this is
likely to yield positive results in terms of increasing immunisation uptake. The following statement
highlights the two types of information needed in the decision-making process;
 The crux of the information problem is that while the health care provider possesses
better knowledge regarding the expected effectiveness of health care in improving health
status, the individual knows best how improvements in health status affect his or her
wellbeing. (Hurley et al, 1992, p.683)
This emphasises a unique and significant part of the health professionals role in the personal
interaction with parents. It is important to explore the underpinning theory of various information
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giving models here. There are four approaches which can be applied to decision-making involved
in immunisation these are as follows;
Table 6: Charles et als (1997) models of information provision
The principal of informed consent as detailed in the green book (DOH, 2006) rejects the
paternalistic model as an appropriate approach. It is understood that the first three models (Table
6) fall short of the favoured shared decision-making model. Previously, Serpell and Green (2006)
refer to the informed decision-making model approach, this assumes information deficit to be a
barrier and once this is addressed a decision by the parent can be made. Both models may
however underestimate each others involvement in the decision. Although it may seem that the
informed decision-making model empowers parents to come to their own decision, it does not
account for those who wish to share it. It therefore cannot be overlooked that parents may not
seek sole responsibility for the immunisation decision, (Charles et al, 1997; Wroe et al, 2005).
Model Approach to information provision
Paternalistic Health professional dominates the decision-making, offering selected
information and then encouraging the parent to consent to their
recommendation, this being the only input of the parent.
Informed decision-making Health professionals role is limited to the transfer of information;
parents have complete autonomy and are fully accountable for the
decision made.
Professional as agent Health professional hereby considers the parents preferences and is
now equipped to proceed with the decision encouraging parental
consent.
Shared decision-making Where both parties separately bring information and preferences to
the table, no one party is dominant; so both must be willing to
engage in this. Decision-making that goes beyond information giving.
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Charles et al, (1997) recommend the shared decision-making model, this advocates parents and
health professionals participation in the decision, unlike the polarised standpoint offered by the
other models. Shared decision-making allows parents input without complete responsibility and
health professionals to expand their role beyond information giving. However it is not without
limitations, it may be difficult for professionals to amend their practice in the absence of a working
framework without which the ethos of the approach may be difficult to conceptualise. In addition
the boundaries of each of the models are not clearly defined often merging with one other. The
value of information given without any discussion can be questioned as it may not facilitate
decision-making at all, instead it may only offer some psychological reassurance to parents,
(Mooney and Ryan, 1993).
A health professionals role is complex, in facilitating the understanding and interpretation of
information to families, reports suggest that parents are often dissatisfied with the information
they receive from health professionals, (Smailbegovic et al, 2003). Perhaps the shared decision-
making model could provide an alternative approach to information giving that parents would find
more meaningful. The role of immunisation communicator is more successfully performed by
health visitors over other health professionals. In a questionnaire survey of health professionals,
55% (246/445) agreed that health visitors offered the best explanation of the rationale for the
second dose of MMR vaccine. Furthermore they were reportedly the most confident group in
giving this advice, (Petrovic et al, 2001). This association of confidence with the ability to provide
the best advice will be discussed later.
Research suggests that the information needs of parents in the UK can differ from one group in
the population to another. A large UK prospective cohort study identified that mothers whose
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children are unimmunised are older and more qualified than mothers of children who have been
partially immunised, (Samad et al, 2006). This difference is significant revealing that increased
support may be required for younger mothers with lower educational status. In a more recent
study, health visitors perceived that the information needs differed between parents living in
areas of contrasting levels of deprivation. Parents residing in affluent areas were deemed to need
a more comprehensive level of information than those parents living in more deprived
communities, (Redsell et al, 2009). These presumptions may lead to inadequate support being
provided for less affluent families as health professionals may typecast all such parents as
requiring less information which could be a gross misjudgement.
4.3.1 Support for ethnic minority families
The support needs of parents can differ and health professionals must be able to accommodate
these variances. Here their role is extended even further in the provision of immunisation support
for ethnic minority families. Samad et al, (2006) report a well founded association between both
partially immunised and unimmunised children in the UK and ethnic ward populations. Conversely,
in a qualitative focus group study respondents from all ethnic groups expressed a high level of
unified support for immunisation and held health professionals and the government in high
esteem over the issue, (Condon, 2002). Inconsistency in these findings may indicate a lack or
failure of health professional support for these families.
Health professionals have a responsibility to the unique support needs of these families under the
National Service Framework for children, young people and maternity services core standard 3,
(DOH, 2004). This details the need for services to be co-ordinated around individual and family
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needs, coining the phrase; family-centred care. Support for these families involve effectively
communicating information about the UK immunisation programme so that they are well
informed, translators may be required for non English speaking families and children may require
opportunistic immunisations. These support efforts are likely to challenge the health
professionals role, especially if language barriers exist, providing families with immunisation
information booklets translated into their first language could prove useful. Although the extent to
which this would help is questioned by some health visitors who suggest that poor literacy skills
often associated with this group can be problematic (Redsell et al, 2009).
4.4 Advocates of Public Health Policy
Health practitioners, practice nurses, health visitors and General practitioners have an ultimate
responsibility in the interest of population public health. It can therefore be considered part of
their role to actively endorse the universal childhood immunisation programme to parents. All
health professionals in the UK are required to follow government recommendations on childhood
immunisation as detailed in the Department of Healths Immunisation against infectious disease,
(2006). This text is core to conveying national policy and guidance on immunisation to health
professionals and their commitment to the immunisation programme is paramount to its success.
The government monitors whether policy objectives are being met through systems such as the
UK target payment system; Payment by Results (DOH, 2007). General practitioners receive
remuneration for reaching 70% and 90% uptake levels within their practice population. This policy
encourages primary care practices to meet government set standards of public health, in this case
the highest immunisation uptake rate achievable.
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Health professionals are often faced with the dilemma of conflicting responsibilities, while General
practitioners are expected to follow government policy they also have a duty to act in the best
interest of the child and family. A good outcome for public health might not always work in the
interest of the individual parent and child. This dilemma is recognised by Brownlie and Howson,
(2005) who explain that in times of vaccine controversy doctors are expected to maintain
government targets yet simultaneously support parental decision-making. Petrovic et al, (2001)
found that when parents remained unconvinced about a second dose of MMR even after
discussion with a health professional; 72% of General practitioners, 42% of practice nurses and
20% of health visitors would still advise it. Taking into account these parents existing reservations
this does not demonstrate respect for patient choice and consequently could be assumed a
reflection of health professionals commitment to policy.
In the effective implementation of these roles, the following factors must be considered;
4.5 Health Professionals knowledge and understanding of the universal childhood
immunisation programme
Parents may be better able to make an informed vaccination decision if they are supported by a
health professional who understands the evidence-base for immunisations, Bedford et al, (2002).
A valuable discussion with parents over issues of immunisation can rely heavily upon the health
professionals self-assurance in the advice they give, Macdonald et al, (2004). Although this seems
a reasonable expectation of parents research suggests the reality of certain inadequacies in the
level of knowledge amongst this group. In a study by Petrovic et al, (2001) surveying the
knowledge, attitudes and practices of over 500 various health professionals towards the MMR
vaccine, findings confirmed notable shortcomings in the knowledge of respondents. Firstly, over
half of practice nurses mistakenly agreed a possible association of the vaccine with autism (n=33%)
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and Crohns disease (n=27%). Whilst genuine contraindications were recognised by only a quarter
of these respondents and even less across all participants surveyed. Nearing half the respondents
in each group of health professionals expressed doubt over the reasons behind a second dose of
MMR. A lack of use and general referencing to nationwide key texts on immunisation also arose in
the findings; Almost a fifth of General practitioners admitted they had not read the MMR section
of the green book despite the majority having access to a copy.
A more recent study confirms similar findings; Henderson et al, (2004) conducted an analysis of
General practitioners views in a region where uptake was below national average. Some 28%;
55/194 respondents reported having significant concern over possible adverse effects following
this vaccine. The perceived benefit of immunisation over potential risks was reduced for the
second dose of MMR compared to the first, revealing that GPs considered the second dose less
important than the initial dose. In addition 25% mistakenly accepted that the vaccine was possibly
linked to autism or Crohns disease, although this is markedly less than Petrovics finding it is
nonetheless disconcerting.
These findings appear to illustrate flawed aspects of competence regarding adverse effects of the
MMR vaccine; hesitation and disparity among health professionals over the justification of a
second dose of MMR, as well as failure to utilise the core immunisation textbook appear to be
common faults (Petrovic et al, 2001). Some respondents in this study were similarly unaware of
true contraindications of the vaccine though these more recent results did show an improvement,
(Henderson et al, 2004). Petrovics results bestow a true limitation considering its respondents
actual involvement in immunisation was not determined. Nonetheless such similarities in the
findings of these independent studies and the conceivable transferability to other areas of the UK
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with similar characteristics increase both the validity of results and credibility of the research
findings respectively.
These outcomes are far from encouraging as the variations in knowledge and errors of judgement
by health professionals revealed could potentially have serious implications for the quality of
information disseminated to parents. In light of these results parents may receive inconsistent and
even inaccurate advice and information, depending on the knowledge and understanding of the
individual health professional they consult with. Consequently parents might be misinformed
about aspects of the universal childhood immunisation programme and the possibility that they
are then making vaccination decisions may be of some concern and not in conjunction with
current policy, (DOH, 2006).
This lack of understanding reported can have a direct effect on immunisation uptake. Ramsay et
al, (2002) state;
Good understanding of the scientific basis for vaccine policy is likely to lead to stronger
recommendations to vaccinate. (p.916)
Having a good level of knowledge allows advice to be communicated more confidently and
received by parents with greater assurance. The more convincing the argument the more likely
parents are to absorb the message, which may influence a final decision and vaccine uptake
respectively. Ramsay et al, (2002) affirm that;
Most parents concerns should be allayed by a well informed health professional.
(p.916)
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On the premise of this it could be suggested that national immunisation training for professionals
is vital. Research suggests these training needs are largely unmet across the UK, (Cummins et al,
2004; Macdonald et al, 2004). However as these studies predate the introduction of a National
Minimum Standards for Immunisation Training (Health Protection Agency, 2005) it may not
reflect the current picture.
4.6 Health professionals concern over the Measles, Mumps and Rubella (MMR) vaccine
Around a decade ago when much controversy surrounded the MMR vaccine confidence in the
vaccine among health professionals dwindled as it did within the general public. Research has
indicated that health professionals are less confident and more concerned about the MMR above
all other vaccinations, (Petrovic et al, 2001; Henderson et al, 2004; Macdonald et al, 2004).
Thus revealing an unsettling situation in light of the Health Protection Agencys, (2005) following
affirmation;
Ensuring public and professional confidence is critical to the success of these
programmes. (p.2)
It is hereby apparent that without the wholehearted support of all health professionals involved as
is suggested the success of the immunisation programme is threatened and the protection of
childrens health from vaccine preventable disease compromised.
In an explanation of the reasoning behind a second dose of MMR communicated to parents only
61% of health visitors and 46% of General practitioners claimed being very confident in doing so,
(Petrovic et al, 2001).Three years later, in a similar study confidence it seemed was slowly being
restored; 57% of General practitioners were reportedly very confident in discussing MMR,
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(Henderson et al, 2004). Nonetheless in comparison to levels of confidence in all other vaccines it
is still somewhat depleted. However Petrovics study was conducted in 1998, at the initial uprising
of the controversy this may have exaggerated the results due to the scale of public anger at this
point in time; demonstrating the existence of a possible bias in the findings and a limitation to the
assertion made.
A personal lack of confidence in a vaccine can create professional and ethical dilemmas for the
health professional as they determine their allegiance; should they share personal doubts with
parents or suppress them for the benefit of local population health? This predicament can make
communication with parents difficult as doubts about the MMR vaccines safety can hinder their
ability to advise parents assuredly. Perhaps the solution is to adopt a neutral stance, providing
parents with an unbiased view of immunisation however, parents can often find this extremely
unhelpful (Smailbegovic et al, 2003). Impartiality it would seem does not facilitate a polarised
vaccine decision by parents. For this reason, health professionals may have less influence over
parental acceptance or rejection of immunisation when their own confidence is dented; having
obvious connotations for immunisation uptake levels nationwide.
Concerns over the MMR vaccine led to increased support for single vaccines among some health
professionals, (Smailbegovic et al, 2003). This finding is limited to just one borough of London in an
area which saw the steepest decline in uptake of MMR recorded throughout the UK; this may
explain why this outcome failed to be shared nationally. In a questionnaire survey of health
professionals in Scotlands highland region General practitioners (n=23%) and practice nurses
(n=29%) surveyed were in favour of this alternative to the conjugate vaccine (Macdonald et al,
2004). This reveals the disjunction that exists within groups of health professionals, this lack of
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unity is particularly undesirable as it could lead to disparity in the advice given to parents.
Cohesive advice from health professionals could facilitate a positive vaccination decision whereas
conflicting advice may add to confusion, leaving parents unconvinced and more importantly
undecided. The latest evidence depicts a more optimistic outlook in terms of increased confidence
in the MMR vaccine reported among health visitors working in one region of the UK, (Redsell et al,
2009) this may reflect the gradual recovery in the level of uptake for the MMR vaccine in recent
years, (Appendix; Figure 5).
4.7 Time Constraints
The time constraints of a health professionals everyday working life could be a factor in their
ability to fulfil their role in the universal childhood immunisation programme. There seems to be a
rushed, scheduled appointment culture within the health service for parents accessing services.
This is not only experienced by parents but by health professionals alike, as McMurray et al, (2004)
maintain General practitioners are pressurised by the appointment ethos. A line of patients
waiting for appointments can have an adverse impact on practice and is unlikely to facilitate
meaningful communication between parents and GPs regarding immunisation. Health visitors
report that time constraints often prevent them from making a follow up visit between the initial
birth visit and the start of primary immunisations at 8 weeks, (Redsell et al, 2009). This highlights
the inaccessibility of guidance and advice often experienced by parents when they seek support
from health professionals.
Henderson et al, (2004) recognise that with the sheer volume of research surrounding
immunisation, it is perhaps difficult for health professionals to remain informed. Hilton et al,
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(2009) suggest that they should have access to pre-appraised sources as it may be unrealistic to
expect them to independently appraise emerging evidence themselves. This recommendation
seeks to address the issue around the capacity of health professionals and not as a criticism of
their ability to develop as evidence-based practitioners.
4.8 Parental trust in Health Professionals
Effective communication between parents and health professionals relies upon a basis of trust,
until this is firmly established it is unlikely that they will engage in meaningful discussions.
Amongst parents, health visitors and General practitioners are considered the most trusted source
of information regarding the MMR vaccine, (Smailbegovic et al, 2003; McMurray et al, 2004; Smith
et al, 2007). In addition a high level of trust in health professionals and strong support for the
immunisation programme is reported amongst ethnic minority families; which may reflect the
impact different value and belief systems can have on the decision-making process (Condon,
2002).
Considerable distrust in the government however can be an issue with parents although this was
not found to impact upon the trust established with health professionals; which is particularly
encouraging as it may suggest their influential role in parents decision to vaccinate, (Smith et al,
2007). However if parents were aware of the current target payment system this could damage
the relationship of trust as it provides General practitioners with a financial incentive to immunise.
Some parents can be receptive to this possible conflict of interest, McMurray et al, (2004)
recommend these payments are abandoned in order to protect the longstanding integrity of
health professionals. In a study of health professionals Petrovic et al, (2001) reported ten of their
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participants as having had doubts accepting MMR for their own children. This apparent
uncertainty when making their own vaccination decision could suggest they are untrustworthy if
such doubts are not then acknowledged in their professional advice to parents.
4.9 Summary
There are many factors which affect the role health professionals have in influencing an
immunisation decision. They are frequently cited as commonly used and trusted sources of
immunisation information however this does not necessarily guarantee that such input will be
influential to a parents ultimate decision (Smailbegovic et al, 2003). McMurray et al, (2004) state
that few parents admitted their GP had been a decision influencer despite their trust in them; as
such their role might become devalued. The extent of health professionals influence over
immunisation decisions is perhaps potentially threatened by vaccine controversy and trust in the
impartiality and accuracy of the advice they are given.
In recent years steps have been made to standardise immunisation training for all health
professionals, (HPA, 2005). This is a positive step towards the attainment of more accurate and
unified levels of knowledge for professionals involved in immunisation; this should in turn have a
positive effect on uptake. To illustrate, improvement in knowledge may convince more health
professionals of the rationale for a second dose of MMR, perhaps allowing more confident
recommendations of the vaccine to be allayed to parents.
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Research reveals that the health visitors role in immunisation is particularly crucial, in a study
exploring parents rationale for declining immunisation, many more health visitors were aware of
their families reasons for refusal compared to GPs, (Lunts and Cowper, 2002). This might suggest
that healthier communication and understanding exists between health visitors and families. They
also identify that the second dose of MMR is given at toddler age when there is usually little
contact from health professionals. The fact that uptake of the first dose is higher than the second,
(NHS, 2009) could indicate that health professionals input in the first encourages positive decision-
making by parents.
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Chapter 5:
What factors affect parents
decision to immunise their
children?
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What factors affect parents decision to immunise their children?
5.1 Introduction
Parental decision-making about the universal childhood immunisation programme is an
important and complex issue in child health today. The fundamental aim of any childhood
immunisation programme is universal uptake (WHO, 2009). Immunisation is undertaken
voluntarily at present in the UK, therefore widespread adherence is crucial if high levels of
coverage are to be achieved and maintained.
This chapter aims to examine the factors that affect parental decision-making about
immunisations. It is suggested by Evans et al, (2001) that parents who accept and reject
immunisation for their children often share similar views about immunisation. It may be
worthwhile to consider how ultimately these parents made different choices. Consequently
contributing factors involved in this decision-making will be examined, presenting an opportunity
to establish an understanding of the central issues considered in parenthood surrounding
immunisation decisions. This chapter aims to offer a key element in addressing the superseding
research question, by ascertaining what parents base their choices on when deciding to have their
child vaccinated or not.
In a London survey Smailbegovic, (2003) explored parental knowledge and attitudes concerning
immunisation and disease amongst those who had defaulted on one or more childhood
immunisations, in which questionnaire (n=68) and interview responses (n=10) were collated. From
Chapter5
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this study Smailbegovic, (2003) maintain that a considerable level of concern amongst parents
exists regarding childhood immunisations. However, it must be appreciated that despite
misgivings most parents do ensure that their children or any future children are immunised.
Therefore, it would appear that those who do not adhere to the recommended programme are in
the minority, (Ramsay et al, 2002). This conflicting match between parental concern and
widespread uptake perhaps reflects a tradition of long established parental compliance towards
immunisation. It cannot also be assumed that those parents who currently comply will continue to
do so or that this decision was made lightly, without reservations (Raithatha et al, 2003). In a focus
group study addressing decision-making influences over the MMR vaccine amongst parents (n=48)
who accepted and rejected the vaccine Evans et al, (2001) suggest that parents who have their
children immunised find the decision just as stressful and difficult to make as parents who decide
against it. Therefore given this equitable concern it may be significant to explore how decisions of
immunisation acceptance or rejection are ultimately reached.
Health beliefs held by parents play a vital role in vaccine uptake, (Smailbegovic, 2003) and it is
recognised that parental concern over their childs health can lead to a subsequent decline in
vaccination rates, as is upheld in Serpell and Greens (2006) highly esteemed paper. The review
explored 50 articles addressing the psychology that underpins the parental decision-making
process in childhood vaccination. The sharp decline in uptake of MMR following a widely
publicised report questioning the vaccines safety supports this theory, (Appendix; Figure 5). For
this reason it is important to investigate how parents consider the options in terms of the impact
of childhood immunisations on their childrens wellbeing and the processes they go through to
arrive at a decision.
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5.2 Vaccine risk versus risk of disease
Many studies show that parents perform individual risk analysis when deciding whether or not to
immunise their child. This involves considering the potential consequences of vaccination in
relation to perceived vaccine safety and the risk of adverse effects, (Sporton and Francis, 2001;
Raithatha et al, 2003; McMurray et al, 2004; Poltorak, 2005; Serpell and Green, 2006). This is
measured against the perceived risk of childhood diseases amongst parents today. Perhaps
logically when the benefit of protection against a real threat of disease exceeds the cost of any
negative consequence of the vaccine, only then is immunisation considered justifiable. This
evaluation has always taken place but where the scourge of disease is more profound such as the
smallpox epidemic of the eighteenth century, the cost benefit risk analysis was perhaps more
straightforward than it is in the present day. In contrast today the success of the universal
childhood immunisation programme has reduced the threat, real or perceived of these diseases by
rendering them more or less indiscernible and as such parents do not have a tangible reminder of
the importance of prevention, (Mills et al, 2005; Hilton et al, 2006). Mills et al, (2005) affirm that
the reduction in incidence of many of these diseases have been to the extent that they are;
... no longer visible to the general public. (p.1085)
A large survey of mothers (n=1016) addressing attitudes towards MMR over a ten year period,
Smith et al (2007) concluded that some members of the general public have lost sight of the
impact of these diseases and therefore focus on issues of vaccination risk and professed safety. It
has been recognised in Smailbegovics (2003) study that a third of the sample considered vaccines
to pose greater risk than the risk of contracting the disease. Several other studies pronounce
similar findings; (Simpson et al, 1995; Serpell and Green, 2006). In response there is an apparent
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need for increased emphasis on the seriousness of disease, McGuire, (1990) maintains that this is
much more likely to have a positive impact on vaccination decisions than appealing to parents
social responsibility. Though this is a valuable assertion it is important to acknowledge that it is
somewhat dated and comes before the negative effect of the MMR controversy, some eight years
later. In Serpell and Greens recent study it was suggested that disease risk only becomes a factor
in decision-making if that risk is considered to be serious. There is considerable evidence to
suggest that parents are of the opinion that many vaccines included in the UK programme protect
against diseases which they believe are either non-serious or are of limited severity, (Smailbegovic,
2003; Smith et al, 2007). However, there is some indication that the proportion of parents who
believe vaccine risk to be greater than disease risk has somewhat reduced in recent years; from
24% in 2002 to just 14% in 2006, Smith et al, (2007). The same study maintains that perceived
safety of MMR has risen to 74% of parents believing the vaccine to be completely safe or carrying
a slight risk in 2006, from only 60% of parents in 2002. These positive findings depict a more
encouraging outlook in the face of immunisation and indeed UK public health with this evident
progress, which may secure higher rates of uptake and levels of coverage across the UK.
Nonetheless even when both disease and vaccine risks are considered in the decision process it
does not necessarily follow that they will be awarded equal weight, more than likely the issue of
vaccine safety will take precedence, (Serpell and Green, 2006).
5.3 Trust in the advice of health professionals and the government
Misztal, (1996) offers the following definition;
To trust is to believe despite uncertainty. (p.18)
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Adherence to the universal childhood immunisation programme requires a certain amount of trust
in the government and health professionals as the chief endorses of this recommended practice.
Trust is often the foundation on which many parents rely when faced with a vaccination decision,
(Casiday, 2006). In a national postal questionnaire survey (n=996/2742) exploring parents
attitudes, decisions and use of information regarding immunisation from 2000-2002, Casiday,
(2006), suggests that parents often have little choice other than to accept advice and information
they are given on the basis of trust. As vaccination disputes can often be beyond the realms of
common parental knowledge.
It is frequently acknowledged that health professionals are a universal source of information for
parents when it comes to immunisation, (Yarwood et al, 2001; Ramsay et al, 2002; Smailbegovic,
2003); how this information is utilised however is particularly dependent upon trust. Evidence has
suggested that parents may be sceptical of the advice they are given due to several factors that
are seen to perhaps compromise the impartiality of professionals. Target payments for GPs who
meet immunisation targets set by the government create a situation of invested personal interest,
as such parents may be forgiven for thinking that the advice they receive from their GP could be
motivated by financial remuneration rather than what is best for the individual patient.
In addition the limited opportunity that exists for parents to discuss vaccination concerns with a
health professional may evoke distrust in this relationship. In a qualitative interview study (n=69
parents, n=12 health care professionals) that aimed to identify key determinants of vaccination
choice in the Leeds area; McMurray et al, (2004) state that parental trust in health professionals
can be adversely affected by the time constraints that exists within the current health system.
Parents therefore may feel a sense of being hurried when attending clinic appointments,
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becoming all too aware that they are one on a list of many. This environment does little to
encourage open discussion and can prevent trust from being established between parent and
health professional. Evans et al (2001) supports this argument believing that inaccessibility to
impartial, unrestricted professional advice can be problematic, they suggest it is conceivable that
this communication barrier hinders the securing of trusting relationships. Although similar
conclusions are reached in these two studies McMurrays assertion is perhaps more substantiated
than that offered by Evans et al, (2001); due to the variation in the quality of the samples. In
Evanss study 26 out of a total of (n=48) participants were educated to degree level, therefore
more than half of the sample were highly educated, in addition their mean age was 35years. Such
evidence suggests the sample could be unreliable; this may limit the generalisability of the results
and credibility of the findings thereafter.
It may be worthwhile considering that a conflict of interests between the government and lay
parent could exist in as much as the government represents the interest of the public and the
parent that of their individual child. This was perhaps demonstrated in the Department of Healths
rejection of separate vaccines amidst the controversy surrounding the MMR conjugate vaccine.
Many parents assumed that the government was apparently prioritising cost effectiveness over
the interest of their children, thus adding to the distrust identified (Casiday, 2005). In a UK survey
of parental attitudes towards the MMR vaccine one in five respondents did not agree that the
government would withdraw the vaccine if there was sound reason to believe in risk, (Casiday,
2006), this demonstrates a gross level of mistrust.
Other unrelated issues associated with risk to the public where there have been perceptions of
government dishonesty or mismanagement is perhaps significant, for example the British BSE
61
crisis which did much to damage public confidence and trust in all government advice thereafter,
(Murphy-Lawless, 2003; Mcdonald et al, 2004; Casiday, 2005). Recognition that health
professionals are ultimately advocates of the government and under obligation to follow policy
has lead to many parents feeling that they can no longer respect their recommendations, (Evans et
al, 2001). Casiday et al, (2006) support this finding more recently, when parents who found
information sources available to them unhelpful, responses suggested the following reason why;
Health professionals represent the government so are unable to give impartial advice.
(p.183)
According to McMurray et al, (2004) this has resulted in fewer parents accepting advice from
health professionals, ultimately their alleged bias may have hindered their potential to be an
influential figure in parental decision-making. On the other hand Smailbegovic, (2003) counters
such an argument in reporting that health professionals are considered the most helpful source of
information for parents. The term helpful source may suggest that this information assisted
parents in making their decision. In a large survey of mothers attitudes towards MMR over the
ten year period; 1996-2006 it was concluded that mothers are most likely to trust information
from health professionals and the NHS rather than the government, (Smith et al, 2007). This
portrays a more optimistic outlook for this important relationship of trust and highlights the role
of health professionals in advising and supporting parents in their decisions.
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5.4 Societal risk and the implications of vaccination refusal
It may be assumed that adherence to the universal childhood immunisation programme is
considered a socially acceptable behaviour, since it is the norm in society to adhere to
recommended immunisations. In exploring sociological literature deviance can be defined as an
act which is unacceptable in a given society, (Haralambos and Holborn, 2004). In this respect a
decision of refusal could be considered an act of deviance. Therefore engaging in such an act could
be perceived as a radical and non conformist decision. Immunising maintains the status quo and
therefore challenging this might have negative consequences. Evans et al, (2001) identify that
discrimination and isolation is often experienced by non-immuniser parents from family and
friends extending to wider society. Parents who had not immunised their children felt they had
been criticised for this decision and described how they often felt unwelcome at playgroups and in
some cases were removed from GP lists. Casiday, (2005) upholds this finding, also reporting this
particular fear amongst parents that they could be removed from their GP list. This is perhaps a
more subtle, covert factor influencing parental decision-making.
Parents can feel pressure from society, believing that if their child is not immunised then they
could be viewed as bad or irresponsible parents. Here the motivation can be, being seen as a
good parent and this threat can understandably contribute to their immunisation decision,
(McMurray et al, 2004; Casiday, 2005; 2007). Conversely to the apparent unacceptability of an
alternative vaccination decision Poltorak, (2005) argues that society is much more tolerant than
has been suggested. Furthermore he implies that more choices for parents are welcomed and if
not agreed with then accepted as a parents right to decide. This is evident in greater choices
regarding childbirth for instance and this culture of respect for choice extends to immunisation
also. This viewpoint is maintained by Evans et al, (2001) in a study investigating the views of
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immuniser and non-immuniser parents. Despite making different decisions the majority of
respondents respected the choice of others, as revealed;
Peer pressure was not a significant factor in their decision; more importance was placed
on people making their own choice. (p.908)
5.5 Personal experiences impact on decision-making
Research pertaining to parental decision-making in childhood immunisation indicates that often
parents own experiences can be influential. In particular experiences concerning vaccine
preventable diseases and suspected adverse effects of vaccination. To clarify adverse effects are
often associated with; autism, brain damage, convulsions and Sudden Infant death Syndrome.
Prior parental experience of autistic disorders or diseases such as measles, mumps, or rubella
were regarded a key determinant of vaccination choices made amongst the sixty nine interviewed
in a UK study, exploring parental accounts of decision-making, (McMurray et al, 2004). Personal
experience determined the likelihood of a particular outcome and affirmed the acceptability of
parental choice. As illustrated by the findings those parents who did not have their children fully
immunised knew somebody with autism, within their social network of friends, family and work
colleagues. In these cases parents could associate vaccination risks with something tangible and
true to life and through evaluation most of these parents decided the risk of autism more
unacceptable than childhood diseases which they viewed as a rather ordinary occurrence from
which children would recover naturally.
Alternatively, in this same study parents who did adhere to the immunisation programme for their
own children were much more likely to be connected to someone who had suffered from the
lasting adverse effects of measles, mumps or rubella or rather experienced it themselves. Hence,
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an individuals personal association with a vaccine preventable disease is perhaps a contributing
factor in the risk evaluation of their decision, possibly, more so than any scientific information
verifying the safety of vaccination. Similar conclusions are reached in other studies, (Casiday, 2005;
Poltorak, 2005).
Evans et al, (2001) and more recently Hilton et al, (2006) contradict the idea that parents own
experiences of disease influences their childs complete vaccination status. Hilton et als (2006)
highly regarded paper illustrates this by revealing that if measles were recognised by parents as a
commonly acquired childhood disease then they very often did not insist upon protection against
measles for their own children; therefore it had the opposite effect;
...their experiences of measles often rendered it a less threatening disease. (p.174)
So familiarity and awareness of this disease allowed parents to consider vaccination against it less
important for their own children. However the findings from Evanss paper should be viewed as
being subject to bias due to his unrepresentative sample consisting largely of one group of the
population. In contrast Hilton et al (2006) and McMurray et als (2004) qualitative studies utilised
in-depth maximum variation sampling techniques which were representative of the population
which rendered these papers more valuable. Both are in agreement that individual experiences
affect the decision outcome; in that it can offer a justifiable reason for non-vaccination,
collectively strengthening the credibility of this finding. However, McMurray et al (2004) offer
both sides of the argument in that personal experience can also promote childhood immunisation
in some cases; this recognition perhaps gives this paper the advantage.
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5.6 Perceived controllability of disease risk
Some parents are confident they can control the risk of disease threat to their child; both in their
exposure of and response to disease. Maintenance of good general health and standard of living
afford them the assurance of feeling able to manage their childs well-being, providing them with a
perceived sense of control, (Simpson et al, 1995; Casiday, 2005). Alternatively, risks associated
with vaccination are deemed out of parental control and since they have no tangible influence
they are left vulnerable to potential negative consequences, (Smailbegovic, 2003). Therefore this
can often present a situation whereby parents favour non vaccination and running the risk of
disease rather than vaccinate and face the potential personal implications. The consequences of
not vaccinating are more acceptable to many parents than the consequences of doing so and
shouldering the blame should anything go wrong. In a longitudinal questionnaire study exploring
parents (n=114) MMR and single vaccinations decisions in one UK Primary Care Trust, Wroe et al,
(2005) employ the term omission bias for this phenomenon in human decision-making.
Describing preference of inaction over action is fuelled by the anticipated guilt perceived to be
worse for the parent and the acceptability of harm in either case, (Evans et al, 2001; Wroe et al,
2005; Serpell and Green, 2006). Further reasoning for this preference of omission is proposed by
Serpell and Green, (2006) who identify that a decision not to go ahead with vaccination is
ultimately reversible and consequently can be revisited and re-evaluated unlike a decision to
vaccinate, this reassurance may be influential to a vaccination decision.
5.7 The effect of the mass media
The media embodies various outlets by which information is communicated into the public
domain. Most are very accessible sources of information, allowing mass coverage of topical issues
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however concerns and issues of vaccine controversy can often be transmitted unscrupulously
without foundation in this way. All too often this concerns issues of vaccine controversy. Evidence
suggests some significant misunderstandings in parental knowledge associated for the most part
to a general lack of perceived seriousness relating to disease, Hilton et al, (2006). This
unsatisfactory situation may expose parents to commonly negative reportings of immunisation
focusing on unsubstantiated risks. Anderson, (1999) claims that parents lack of understanding and
appreciation of the facts leave them vulnerable to exploitation through irresponsible reporting.
A widely recognised example of such a damaging report was that proposed by Andrew Wakefield
in 1998 which detailed a causative link between the MMR vaccine and autism. The publication of
this report sparked concern over safety and incited significant public controversy in subsequent
years. As a result uptake of the vaccine fell to a record low demonstrating the negative impact
media reporting can have on parental decision-making (Appendix; Figure 5). As the following
extract from a parent who decided not to vaccinate illustrates;
It was because of the media and the press that I looked into the MMR and decided well
whoa, Im not having that you know, otherwise, before, I didnt just didnt thing anything
of it. (Evans et al, 2001, p.906)
The publicity this controversy received in which a disproportionate amount of reportings focused
on adverse effects, raised concerns around safety and installed new reservations and fears over
perceived risk of all immunisations thereafter. In referring to this media created phenomenon
Tickner et al, (2006) use the term; the MMR effect.; this bias created by almost exclusively
concentrating upon adverse effects in absence of a counter argument of disease risk, led to an
overestimated perception of vaccination risk amongst parents. The overriding message if repeated
enough is eventually accepted despite possible shortcomings in the credibility of the source.
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Although media reports are often distrusted, prominent citing of parents views even if they are
unrepresentative of the population can give credibility to media reporting, (Serpell and Green,
2006). As such the media may retain a powerful influence on parents thinking, ultimately affecting
their decision-making.
Casiday, (2005) recognises a key element to the decision-making process lies in the assessment
and evaluation of information. This may present a disconcerting reality, in the face of public health
and of the role and potential impact the media has in influencing parents views, understanding
and overall opinion of immunisation. Such influence is demonstrated in findings from a UK survey
of mothers attitudes towards the MMR vaccine, extending over ten years. It concluded that
apparent risks of the vaccine identified by these parents were largely derived from the level of
media coverage of the issue, more so than scientific evidence offered by the Department of Health
and other similar sources of public health information, Smith et al, (2007).
5.8 Between adherence and non-adherence
Findings from research into the immunisation status of children in the UK over recent years
suggest an apparent middle ground often sought by parents between adherence and non
adherence to the immunisation schedule. These parents do not accept the risks posed by either
polarised decision, rather they decide to opt for a kind of indeterminate state where they are
neither fully committed to vaccination nor non vaccination. Serpell and Green, (2006) suggest that
this compromise aims to reduce the risks of either decision. This can manifest in a number of
ways;
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 Delaying vaccination until the child is older
 Accepting only primary immunisation thereby some protection is acquired
 Requesting single vaccines in place of the combined vaccines
Research evidence indicates that uptake of primary immunisations are significantly higher than
that of subsequent doses. This is perhaps most common of the MMR vaccine, whereby children
are immunised with the first dose but are more reluctant to consent to the second; approximately
two years later. (Petrovic et al, 2003; Serpell and Green, 2006; Tickner et al, 2006; Smith et al,
2007). It is likely that this is associated with the controversy attached to this particular vaccine
over the last decade. Smith et al, (2007) maintain that of the 11% of participants in their large-
scale longitudinal survey who had delayed the MMR vaccine for their child mostly did so in
response to fears over safety. Having some protection from the measles, mumps and rubella
diseases may allow parents to consider further doses less important, Tickner et al, (2006). A
conflict exists between such a perception and evidence which challenges this line of reasoning;
with the first dose of MMR up to 10% of children remain unprotected frommeasles, mumps and
rubella however this falls to less than 1% with the second dose, (NHS, 2009). This would appear to
confirm the necessity of full vaccination and highlights the problem of misguided views held by
some parents.
5.9 Community responsibility and the issue of free-riding
There is some deliberation over whether the issue of free-riding could be a possible factor
parents consider when making their decision. It is a term coined by Meszaros et al (1996) meaning
that if parents believe that others vaccinating reduces the risk of their child contracting disease
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then they might feel they need not vaccinate their own child as long as good vaccine coverage is
maintained in their local area. It is perhaps important to note here that such a paper was written
prior to the MMR crisis of 1998 and onwards, strongly suggesting that uncertainty and concern
around vaccine safety did indeed exist before the well-known controversy. They suggest that 28%
of parents who did not vaccinate their children and 18% of parents who did considered this theory
when making their decisions. This amounts to a significant 46% of parents in the study
contemplating free-riding in their decision-making.
However, more recently this finding is challenged; Evans et al (2001) claim that their findings
overwhelmingly suggest parents did not rely upon other parents immunising as protection for
their own children. Even though the integrity of their sample may be compromised due to a
significant proportion being highly educated the study design and data analysis yielded an
in-depth and true understanding of the 48 participating parents, additionally this study is more
current giving it an advantage in terms of relevance and thus credibility.
This and similar studies acknowledge the important regard parents place on contribution to herd
immunity through vaccinating their own children, thereby playing their part. Casiday, (2005)
reports that immunisation was viewed by many as a parents responsibility to the community
inasmuch as it may be possible that a fall in uptake will give rise to an overall increase in the risk of
contracting disease, within a given area.
However parents ultimately concluded that their own individual childs health always took
precedence over any responsibility felt towards to their local community or indeed the small
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contribution they could offer to the health of the general population, (Evans et al, 2001; Casiday,
2005).
5.10 Clinical and Nursing Implications
Nurses along with all health professionals have an important role to fulfil in the communication of
immunisation information. Health visitors and community nurses are likely to have considerable
involvement with families with young children of the appropriate age for immunisation. Here their
role would involve offering immunisation advice, support and information to parents as they
become confronted with vaccination decisions. Additionally some health visitors do administer
vaccines although this is most commonly implemented by practice nurses; GPs tend to take on this
role only in small, rural practices. Although their role is more usually confined to engaging in
discussions with parents; perhaps being referred from the families health visitor with pressing
concerns, here the GP will address and attempt to allay fears, (DOH, 2006). The Department of
Health acknowledges the impact and importance of such an almost educative role, and the need
for this to be carried out effectively. However, communication can only be successfully delivered if
trust exists in this parent-health professional relationship, in a recent survey this is reported to
have dwindled, emphasising that currently there is no room for complacency, Smith et al, (2007).
Cheater, (2006) in a commentary of Poltorak et als (2005) study looking at how mothers think and
decide about the MMR vaccine advocates this crucial issue of trust, recommending that steps
should continually be in place to promote and develop trusting relationships.
There is overwhelming evidence from the research suggesting that better advice and guidance
needs to be available to support parents in what can often be a stressful and confusing decision.
Health professionals need therefore to appreciate the difficulty some parents face in making such
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a decision and the variety of concerns they have, furthermore these issues must be addressed
individually within families, (Smailbegovic, 2003). It is possible that this could be achieved through
discussion with health professionals rather than collectively through public health information.
McMurray et al, (2004) recommend that consultations should take place before vaccinations are
due, emphasising that the exchange and delivery of information is key to the support of parents
in making an informed decision.
5.11 Summary
There are many factors believed to have a contributory affect on a parents decision to accept or
refute immunisation and often it is not just based on one factor; Cheater, (2006) offers that such a
decision is;
Rather contingent on a complex interplay of personal history; social relations with other
mothers; friends and family; and interaction with health professionals and institutions.
(p.27)
The limited usefulness of providing only more information containing scientific evidence is hinted
at here and also is recognised elsewhere in the conclusion that simply;
More information merely accentuated a sense of doubt. (Poltorak, 2005, p.710)
Therefore, the publication and availability of more scientific reports may neither directly instil
confidence in parents nor reassure them of their vaccination decision. It has been demonstrated
that parents often involve many groups of people in the decision-making process, thus
incorporating a wealth of diverse information may support them to make sense of the issues and
help with their final decision. Immunisation decisions are particularly difficult in the present day as
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parents are required to make a decision with some degree of uncertainty surrounding either
choice they make, Casiday, (2005). In addition to this, with incidence of disease so low in the UK as
a developed country, it makes the occurrence of any adverse effect no matter how small the risk
completely unacceptable to parents.
Finally, it may be worthwhile to acknowledge that acceptance of immunisation by parents does
not always reflect a positively informed decision. Some parents expressed feeling pressurised by a
health professional to comply, that it was easier to agree than to refuse. Some parents were
unwilling to confront and question their GP or another health professional. In others a lack of
confidence and knowledge sometimes led them to a decision of vaccination adherence, regardless
of their concerns, (Evans et al, 2001; Poltorak et al, 2005).
In response, it is imperative that parents are able to make an informed choice when it comes to
deciding whether to immunise their children. Suggestions on how to effectively improve and
endorse this come from McMurray et al, (2004) who recommend the opportunity to attend group
drop-in sessions in small community venues to discuss issues of immunisation. Discussions
between the health professional and parent at the vaccination appointment as a matter of
routine, thereby addressing any issues before consent is given. Parents also thought that written
information sent to them before their appointment would be useful to consider and reflect upon
within the family home. This information however must relate to the individual family and their
lives for it to be effectual.
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Chapter 6: Discussion
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Discussion
6.1 Introduction
This chapter aims to examine the findings discussed within the previous chapters and to reach
conclusions regarding the complex pressures parents in the UK can face to accept immunisation in
childhood. This allows further conclusions to be made regarding implications for nursing practice
in terms of the role of community nurses and health visitors in supporting families with their
immunisation decision and recommendations for future research and practice.
6.2 Summary of key findings
This review of the literature highlights some of the main factors involved in influencing parents to
accept or as such comply with the universal childhood immunisation programme. Public health
information around Immunisation available for parents is largely biased and persuasive in nature,
(Rogers and Pilgrim 1995; DOH, 2004; 2009; Kiger, 2004; Casiday, 2005). This highlights a failure to
effectively meet the support needs of parents to allow them to reach a fully informed decision;
since such a decision relies upon the acquisition of full information and a comprehensive
understanding, (Kiger, 2004), this raises some important ethical dilemmas; which are later
addressed.
Chapter6
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Health professionals collectively have a recognised central role to fulfil in terms of advising,
educating and supporting parents on issues of immunisation, (Ramsay et al, 2002; Smailbegovic et
al, 2003; Yarwood et al, 2005). Families health visitors are indentified as most suited to take the
lead in this role, (Bedford et al, 2002; Henderson et al, 2004; Browlie and Howson, 2005). Though,
parents do consider health professionals to provide valuable input, in terms of resulting
vaccination behaviour the extent of their actual influence is ultimately dependant on trust,
(Smailbegovic et al, 2003; McMurray et al, 2004; Smith et al, 2007); consequently during vaccine
controversy their role is challenged further.
Parental vaccination decisions are often determined by the interplay of many factors, for instance;
the perceived risk of disease comparable to the vaccine, trust in the government and health
professionals alike, the societal risk of a non-conformist choice, their own personal experiences, as
well as media influence; which arguably portrays a very biased view of immunisation, (Evans et al,
2001; Tickner et al, 2006). Issues as such which over time develop and informally and formally
instil certain health beliefs in parents, such beliefs are shown to be particularly significant in
parents vaccination decisions (Smailbegovic, 2003). Thus, revealing that more investment in
parental support is perhaps required to impact upon these beliefs, adopting a strategy that goes
somewhat deeper than the supply of pro-immunisation information. Furthermore, a decision of
vaccination acceptance did not necessarily reflect an informed decision, this might suggest that
parents experience some pressure in making this positive health choice, (Evans et al, 2001;
Poltorak et al, 2005).
To address the central research question it has become apparent that parents can often feel
compelled to immunise their children due to the overwhelming pressures that exist that are
76
experienced both directly and indirectly throughout their everyday lives and which surrounds
them at every level; from the state, to their next door neighbour. Compulsion might seem a
particularly strong term to apply to immunisation and one perhaps more fitting to legislation of
some kind, however referring to Appendix; Figure 3, it is defined as a pressure to do something
thus, rendering it an appropriate associative term.
6.3 Explanation of findings
Charles et al, (1997) identify four models each with a unique approach for how best to support
parents in the decision-making process. Current information provision seems to follow the
paternalistic line, (refer to Table 6, previously) and as such Charles et al (1997) offer a way by
which this might be improved through the adoption of a shared decision-making approach.
The current approach is one way from the government to the parent, via the health professional,
with no other input required, outside of consent; reflective of a paternalistic model. This model is
considered inappropriate and out-of-date, in which two alternative replacement models have
been developed. Ideally immunisation information for parents might follow the shared decision-
making model where both parent and health professional form a partnership and are required to
make an equal contribution in the decision process sharing each of their values, preferences and
information to reach an ultimately shared decision. This requires cooperation from both parties
however, otherwise the informed decision-making model might be applied; were the parent
become the sole decision maker and the health professionals role extends little beyond the
transfer of information. Information transfer as it is today might be based on the premise of such a
model, however in reality it does not meet its specifications as parents are given an autonomous
decision but without any real choices, this as well as biased information available for parents do
77
not facilitate a fully informed decision; as they do not encompass a multifaceted point of view. The
shared decision-making model is considered the optimal approach to take as it can increase
parents control over their childrens health, their individual autonomy whilst confronting the
asymmetrical relationship regarding knowledge and power that can exists between health
professional and parents; for the benefit of the individual child in terms of the best possible
outcome for them, (Emanuel and Emanuel, 1992; Ryan, 1992).
The existing support for parents making decisions on behalf of their child focuses on persuasion.
The information such as that offered by DOH (2004; 2009) aims to reassure readers of the safety
of vaccination compared to the risk of disease with the view of persuading parents that
immunisation is the right and only choice to make. The media model approach,(Kiger, 2004) can
provide some explanation for this in acknowledging that those promoting health know best and
are performing their duty in persuading others to accept important health interventions such as
immunisation which is proven to protect against disease and increase quality of life. A tactic often
used with this approach is short, simple messages which are often direct and memorable phrases
such as; the safest way to protect your child (DOH, 2009) a criticism of which is the apparent
simplification of such a complex subject matter, where no real information can be transferred. In
providing some further possible explanation for the current use of persuasive communication
techniques Stubblefield, (1997) maintain that a focus on negative consequences is more likely to
encourage health promotion associated actions, including immunisation acceptance.
Indeed where parents feel pressurised to accept immunisation ethical dilemmas exist, as freedom
to make another choice becomes restricted. It is important to recognise here that individual
freedom nonetheless comes at a cost to the freedom of others and so complete autonomy is
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never wholly attainable. For example; a parent having the freedom to reject immunisation for
their children might as a result limit the freedom of others in the same community, as they must
bear the consequences of this; through a reduced level of vaccination coverage and an increased
likelihood of disease incidence in the local area therefore. In this respect it might even be
considered unethical not to try to change the health behaviour where these behaviours pose a
threat to the health of the wider community, (Kiger, 2004). Immunisation policy, (DOH, 2006) does
indeed grant autonomy for the parent as it is voluntarily undergone however where
immunisation has been accepted despite concerns suggests that parents are unable to exercise
this autonomy. This is perhaps due to the pressures they face to make the correct choice which is
compliance in this case and this autonomy is hereby rendered useless, (Kiger, 2004).
Vaccine controversies can have important connotations for parents concept of risk and the issue
of trust, as when the perceived risk of vaccination increases parents will understandably look for
alternative options and seek impartial immunisation advice, only to have these needs largely
unmet; giving rise to heightened ethical implications. It is recognised that parental support for
immunisation is not a static event; rather it follows a fluctuating trend, it is sometimes difficult
therefore to accurately assess parents perception of risk as well as levels of trust as often only a
snapshot of the current picture is achieved, (Wilkinson, 2001). With this in mind it is possible that
pressures on parents regarding immunisation also fluctuate in line with trust, confidence and
acceptance of the universal immunisation programme. This theory is compliant with the current
situation in that the controversy that surrounded the MMR vaccine in 1998 has ever since affected
confidence and this is clearly reflected in the most recent immunisation information available for
parents (DOH, 2009) through the increased assertiveness and focus upon the risk of disease which
specifically concern this vaccine over and above others.
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6.4 Implications and recommendations for research, nursing and in practice
Nursing intervention is required in order to reduce the stress and anxiety that can often be
associated with making vaccination decisions. Immunisation support for families is predominately
carried out in the local community and thus provided by health visitors and community nurses.
Implications for nursing practice therefore is less to do with clinical practice and more related to
the nurses health promotion and teaching role within the confines of the family unit; specifically in
the exchange and delivery of immunisation information advise and support given to parents.
Browlie and Howson (2005) suggest that health visitors have a unique opportunity to build a
healthy, trusting relationship with families over a period of time; this familiarity with a health
professional sets a good foundation should parents require support regarding to their
immunisation decision.
Health professionals must appreciate the capabilities of parents and their potentially valuable
input in being actively involved in the decision-making process; that such a relationship is one of a
partnership rather than consisting of the supply of information were the parent is no more than a
passive receiver of information. In this instance knowledge is rather planted by the health
professional in a coercive almost suppressive way. The ideal approach is perhaps to nurture,
develop and even transform health beliefs through a functional relationship (McMurray et al,
2004); these principles seem to uphold that of Charles et al, (2007) previously mentioned.
More research is required to address the varying levels of immunisation acceptance amongst
different socio-economic groups within the population, it is recognised that older, more qualified
mothers constitute a higher percentage of those whose children are unimmunised, (Samad et al,
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2006). This might suggest that mothers of lower socio-economic status are rather unable to
exercise their autonomy as effectively and therefore become passive acceptors of immunisation
instead of these mothers being any less concerned. This highlights a particular need of families
living in more deprived areas which health visitors might address through tailoring their support
approach to the families level of education, thereby maximising the potential benefit of the
immunisation discussion for those involved. Health visitors may implement this through
awareness of the language they use when talking to parents, to the type of information they offer,
appreciating that these families may face additional barriers regarding internet access and literacy.
6.5 Conclusion
There are many ways in which pressure exists upon parents to immunise their children, the
multidisciplinary team as a whole has an important responsibility in the provision of individualised
immunisation support for families with regard to family-centred care, (DOH, 2004). They must
facilitate a fully informed decision is made by parents through the provision of comprehensive and
impartial information which appears to be inadequately met at present. Trust however, is
paramount to how influential health professionals can be in allaying fears over safety in the face of
vaccine controversy and ultimately how helpful they can then be to parents as they contend with
these complex immunisation decisions, (McMurray et al 2004).
It is understood that an informed decision is one dependent upon access to full information
regarding immunisation were absolute understanding is gained; a parent is otherwise limited in
making such a decision, through a lack of knowledge. McMurray et al, (2004) propose that the key
to providing quality support for parents is not simply a matter of providing more information but
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rather the vital message of immunisation might be more effectually received if changes were
made in the nature of information exchange and delivery, where the provision of support is
integrated into parents pre-existing experiences and understanding.
6.6 Personal Reflection
As a result of implementing this review I have gained a broader insight and understanding of the
current challenges parents face and the complex issues that surround the universal childhood
immunisation schedule, despite its renowned recognition as one of the greatest public health
interventions (WHO, 2009). From an initial interest of this topic I have developed a new depth to
my personal knowledge, in addition I am nowmore appreciative of the complexities of a
vaccination decision from what originally seemed to be a straightforward process. Conducting this
review has encouraged me to reflect and question my own opinion on the issues raised which has
been instrumental in developing my own awareness of the role of the nurse in childhood
immunisation at the beginning of my nursing career. I have gained a range of skills in critical
analysis and through working in a systematic and efficient way to process and appraise a large
amount of literature. Increasingly I am recognising the importance of applying research to practice
and acknowledge the extent and potential impact inaccurate research can have and the
implications of such for child health. This review dissertation has furthered my interest in research
in nursing and has inspired me to utilise research in practice so to ensure that it is in fact evidence
based.
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Figure 2
The Cow Pock /the wonderful effects of the new inoculation by James Gilbray (1757-1815)
(Courtesy of the History of Medicine Library; The University of Kansas Medical Center, Kansas City)
(Behbehani, 1983)
Figure 3
WORD DEFINITION
(Oxford English Dictionary, 2002)
 compulsory adjective 1 required by law or a rule; obligatory.
 compulsion noun 1 pressure to do something. 2 an irresistible
urge to behave in a certain way.
 pressure noun 1 the use of persuasion or threats to make
someone do something. 2 a feeling of stress
caused by the need to do something.
 pressurise verb 1 to persuade or force someone into doing
something.
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Figure 4
When to immunise Diseases protected against Vaccine given
Two months old
Diphtheria, tetanus, pertussis (whooping
cough), polio and Haemophilus influenzae
type b (Hib) Pneumococcal infection
DTaP/IPV/Hib and
Pneumococcal conjugate
vaccine (PCV)
Three months old
Diphtheria, tetanus, pertussis (whooping
cough), polio and Haemophilus influenzae
type b (Hib) Meningitis C (meningococcal
group C)
DTaP/IPV/Hib and MenC
Four months old
Diphtheria, tetanus, pertussis (whooping
cough), polio and Haemophilus influenzae
type b (Hib) Meningitis C (meningococcal
group C) Pneumococcal infection
DTaP/IPV/Hib and MenC
and PCV
Around 12 months
Haemophilus influenza type b (Hib) and
meningitis C
Hib/MenC
Around 13 months
Measles, mumps and rubella (German
measles) Pneumococcal infection
MMR and PCV
Three years and four
months or soon after
Diphtheria, tetanus, pertussis and polio
Measles, mumps and rubella
DTaP/IPV or dTaP/IPV and
MMR
Girls aged 12 to 13
years
Cervical cancer caused by human
papillomavirus types 16 and 18
HPV
13 to 18 years old Tetanus, diphtheria and polio Td/IPV
(DOH, 2009)
Figure 4; continued
Routine childhood immunisation programme
Each vaccination is given as a single injection into the muscle of
the thigh or upper arm
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Routine childhood immunisation programme (DOH, 2009)
Two months old
 Two injections are given; the diphtheria, tetanus, pertussis, polio, Hib vaccine and the
Pneumococcal conjugate vaccine.
Three months old
 Two injections are given; a further dose of the diphtheria, tetanus, pertussis, polio, Hib
vaccine and the first dose of MenC vaccine.
Four months old
 Three injections are given; a third dose of the diphtheria, tetanus, pertussis, polio, Hib
vaccine, a second dose of both the MenC vaccine and Pneumococcal vaccine.
Twelve months old
 One injection is given; the combined Hib and MenC vaccine.
Thirteen months old
 Two injections are given; a third dose of the Pneumococcal vaccine and the first dose of
the MMR conjugate vaccine.
Three years four months to five years old
 Two injections are given; a dose of the diphtheria, tetanus, pertussis, polio conjugate
vaccine (note: differing from the previous vaccines which include the Hib component)
and the second dose of MMR.
Girls aged 12 to 13 years
 One injection is given; the human papillomavirus types 16 and 18 against cervical cancer.
13 to 18 year olds
 One injection is given; a booster dose of the tetanus, diphtheria and polio conjugate
vaccine.
Adherence to this schedule fulfills the routine childhood immunisation programme, as
recommended in the UK and maintained by the World Health Organisation.
(Available online at www.immunisation.nhs.uk)
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Figure 5
Immunisation statistics for England
(NHS Information Centre, DOH, 2009)
Year: Note:
1997-1998
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio 96
Hib 95
pertussis 94
MMR 91
1998-1999
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio,
Hib
95
pertussis 94
MMR 88
1999-2000
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio 95
Hib, pertussis 94
MMR 88
2000-2001
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio 94.5
Hib, pertussis 94
MMR 87
MMR conjugate vaccine introduced 10
years ago; 91% uptake achieved down
1% from 2 years ago.
Uptake of diptheria, tetanus, polio has
fallen by 1%. Uptake of MMR has fallen
by 3%.
Uptake of diptheria, tetanus, polio has fallen
by half a percent. Uptake of MMR has fallen
by 1%.
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2001-2002
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio 94
Hib, pertussis 93
MMR 84
2002-2003
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, 94
Hib, polio, pertussis 93
MMR 82
MenC 92
2003-2004
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio 94
Hib, pertussis 93
MMR 79
MenC 93
2004-2005
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio,
Hib, pertussis, MenC
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MMR 81
Uptake of diptheria, tetanus, polio has fallen
by half a percent. Uptake of Hib and
pertussis has fallen by 1%. Uptake of MMR
has fallen by 3 % from last year; 8% lower
than coverage in 1995-1996.
MMR uptake continues to decline; a further
2% from previous year. Now 10% lower
than seven years earlier. Four years after it
was introduced the MenC vaccine has an
uptake of 92%.
Similar uptake levels of diphtheria, tetanus
and polio to that of the last 3 years but 2%
lower compared to 1997-1998. Coverage of
MenC increases by 1%. Uptake for MMR is
at its lowest to date.
MMR uptake increases by 2% on the
previous year; this is the first year-on-year
increase since 1995-1996.
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2005-2006
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio
Hib, pertussis, MenC
94
MMR 84
2006-2007
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio
Hib, pertussis, MenC
93
MMR 85
2007-2008
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio
Hib, pertussis, MenC
94
MMR 85
PCV 84
2008-2009
Vaccine Coverage
(% of children immunised)
Diphtheria, tetanus, polio
Hib, pertussis, MenC
92-94
MMR 85
PVC 91
HPV 70
84% of children immunised with MMR;
a 3% increase on the previous year.
MMR uptake is up by 1%, coverage for all
other vaccines remain between 93-94%
as have done for the last 4 years.
MMR uptake remains same as last year at
85%, coverage for all other vaccines
remain between 93-94% as have done for
the last 5 years. The new Pneumococcal
vaccine has an uptake of 84%.
Increase seen in uptake of the new
Pneumococcal vaccine; up by 7% from
last year, vaccine establishing good level
of coverage. In its year of introduction
the HPV vaccine achieves 70% coverage
for completed doses. Little change seen
in uptake of MMR remains at 85%.
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A summary of the past decade
 The number of children immunised against infectious diseases; diphtheria, tetanus and
polio have fallen from 96% to 94% at present.
 The number of children immunised with the pertussis vaccine (whooping cough) currently
remains unchanged from that of 10 years ago at 94% uptake.
 The number of children immunised against Haemophilus influenza type b has fallen from
95% to 93% at present.
 Uptake of the MMR vaccine is recovering from a record low of 79% coverage during 2003-
2004, now at 85%, levels of coverage are improving nonetheless they are still much lower
than 10 years ago when 91% of children where immunised against the MMR.
 Four years after it was introduced coverage for the MenC vaccine reached 92% steadily
increasing to 94% by the end of 2006, coverage is currently at 93%.
 In the first year of recording 84% of children were immunised with the new Pneumococcal
vaccine, furthermore in 2008-2009 uptake increased to 91%.
 Since being introduced to the schedule in September 2008, uptake of the new HPV vaccine
reached 70% for a full dose; uptake was higher for just the first dose.
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Glossary of Terms
Compulsory Immunisation
Is the adoption of a vaccination law whereby citizens of the country are enforced to have
their children immunised. Compulsory immunisation was introduced the UK in 1853 with
the smallpox vaccine. Such a law was abandoned in this country by 1946 however; it still
exists in other countries. Such a definition is perhaps outdated, perhaps a modern concept
of the term is relevant today in that parents are often pressurised to ensure their children
are immunised.
DOH Department of Health
HPA Health Protection Agency
Immunisation
The British Medical Association, (2003) offer the following definition;
A technique used to induce immune resistance to a specific disease by exposing
the individual to an antigen in order to raise antibodies to that antigen. (p 21)
This is performed through the administration of a vaccine and thus the individual is
rendered immune to the specific infectious disease(s).
Immunity
The Department of Health, (2006) offers the following definition;
The ability of the human body to protect itself from infectious disease. (p.1)
Immunity is a state of health and wellbeing achieved through vaccination, optimal
immunity is achieved when the national childhood immunisation programme has been
completed in full.
Parental consent
In the context of childhood immunisation consent is the parental agreement to the
vaccination of their child. Consent can be given verbally, written and is demonstrated
through attending such an appointment, (DOH, 2006).
Parental-decision making
This term refers to the thinking process parents undergo to reach an understanding and
come to an ultimate vaccination decision despite particular concerns they might have.
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Vaccine controversy can make the decision making process more challenging for parents.
Parents in the UK have the privilege of deciding whether their child is to be immunised.
Primary Immunisation/Secondary Immunisation
Primary immunisation refers to the first course of vaccines, introducing an initial antibody
response. A completed Primary immunisation course consists of all the vaccines
recommended in the schedule up and including those given when the child is 4 months old
(Appendix: Figure 4). Secondary immunisation therefore refers to subsequent vaccines
given from 12 months onwards whereby a secondary protective antibody response is
induced, DOH (2009). Only with completion of both primary and secondary courses is full
immunological protection for the infant provided.
Vaccine
A vaccine can contain live bacteria or viruses as in the MMR vaccine or rather inactive
microorganism components as with the tetanus vaccine. The vaccine is administered
through injection, the contents of which trigger the desired immunological response.
Vaccination
Is the process of administering a vaccine, providing immunity to infectious diseases.
Voluntary immunisation
This is the current method in which children in the UK are immunised. Parents have the
responsibility to decide whether their child follows the national childhood immunisation
schedule.
WHO World Health Organisation
